
A 43-year-old woman was evaluated for
hematochezia. The patient reported
monthly episodes lasting 3 days, consist-
ing of lower abdominal cramping and
small amounts of bright red blood with
every bowel movement. Her history was
notable for uterine myomectomy.
Colonoscopy revealed a nonbleeding, rub-
bery, subepithelial mass in the rectum,
measuring 1.5 × 1.5 cm, with a negative
pillow sign (●" Fig. 1). Follow-up endo-
scopic ultrasound (EUS) was serendipi-
tously scheduled during her menstrual
period and revealed patchy erythema on
the surface of the mass (●" Fig. 2). The
muscularis propria appeared to be thick-
ened and contiguous with the uterus
(●" Fig. 3) leading to a diagnosis of rectal
endometriosis. The patient was started
on oral contraceptives (OCPs) and leupro-
lide, a gonadotrophin-releasing hormone
(GnRH) analog, with complete resolution
of rectal bleeding.
Intestinal endometriosis is characterized
by infiltration of the bowel wall by endo-
metrial-like glands. Pathogenesis is be-
lieved to be secondary to retrograde pas-
sage and implantation of endometrial tis-
sue in the peritoneum. These implants,
which are regulated by hormones, can in-
filtrate and proliferate through the bowel
wall [1]. The most common locations are
the lower rectosigmoid colon, rectova-
ginal septum, and small intestine, with
approximately a third of patients having
multiple areas of involvement [2]. Symp-
toms can range from asymptomatic
lesions to frank rectal bleeding. Because
the intestinal mucosa is infrequently
involved, cyclic bleeding is rare.
Unless patients have hematochezia at the
time of evaluation, diagnosing intestinal
endometriosis can be difficult. Colonosco-
py is rarely helpful although other modal-
ities, including ultrasound (transvaginal
or endoscopic), computed tomography,
and magnetic resonance imaging, may
assist in diagnosis [3]. Laparoscopy with
direct visualization and tissue sampling is
confirmatory. Medical management con-
sists of hormonal therapy (OCPs, GnRH
agonists, and synthetic androgens) and is
the standard approach for mild disease;
severe cases may require surgery [4].
Although uncommon, intestinal endome-

Intestinal endometriosis: an uncommon cause
of rectal bleeding

Fig. 1 Colonoscopy
showing a rubbery, sub-
epithelial rectal mass
with a negative pillow
sign. The mass was
1.5 × 1.5 cm in size.

Fig. 2 Endoscopy
carried out during
menstrual period
showing patchy muco-
sal erythema.

Fig. 3 Endoscopic
ultrasound showing
thickened muscularis
propria apparently con-
tiguous with the uterus
(arrow).
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triosis is an important consideration in
females of reproductive age presenting
with rectal bleeding.
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